Sir,

We have presented a case of Pierre Robin sequence with repaired Fallot\'s tetralogy, presenting for cleft palate repair, and intubated using dexmedetomidine and ketamine in this report.

A 3 year old girl weighing 11 kg presented to the plastic surgery department for cleft palate repair. She had been diagnosed with Fallot\'s tetralogy and Pierre Robin sequence at birth. She had undergone a left Blalock-Taussig shunt at 3 months age, and intracardiac repair of Fallot\'s tetralogy at two and half year age. Both surgeries were uneventful; however, anaesthesia notes of the previous surgeries were not available. At the time of presentation, the patient did not have anycardiovascular complaints; though she had delayed milestones and was undernourished. Airway examination showed retrognathia, and grade 3 Mallampati score. Cardiovascular examination revealed a soft systolic murmur. Rest of the systemic examination was unremarkable. All biochemical investigations were within normal limits. Echocardiograhy showed no residual shunt, normal right ventricular size and function, and moderate pulmonary regurgitation. Chest radiograph showed a mild cardiomegaly with prominence of the pulmonary artery segment.

On the day of the surgery, all the necessary drugs and equipment, including pediatric difficult airway cart were kept ready. Patient was started on an infusion of lactated Ringer\'s solution. Infective endocarditis prophylaxis was given. She was premedicated with intravenous (IV) glycopyrrolate 0.01 mg/kg, IV ondansetron 0.1 mg/kg and IV dexmedetomidine 0.5 *μ*g/kg slowly over 10 minutes. This was followed by IV ketamine 1 mg/kg, with continuous oxygen (O~2~) supplementation. Patient was spontaneously breathing and was maintaining her airway; and, could be ventilated using a Jackson Reese circuit. Electrocardiogram, pulse oximetry and capnography were employed for monitoring. Laryngoscopy was then attempted using a 2 number Macintosh blade; and after external laryngeal manipulation, posterior commissure could be seen and intubation was done using a 4.5 ID uncuffed Ring, Adair, and Elwyn (RAE) tube. After confirming bilateral equal breath sounds, muscle relaxant (IV vecuronium 0.1 mg/kg) was given and anaesthesia was maintained with 60% nitrous oxide (N~2~O) in O~2~, with 1-2% sevoflurane. IV fentanyl 1 *μ*g/kg was given for analgesia. Fentanyl and vecuronium 'top-ups' were given as needed. Intraoperative vitals were stable, and the procedure lasted for 2 hours. Neuromuscular blockade was reversed with neostigmine at the end of surgery, and the patient was extubated when fully awake with good respiratory efforts. She was then transferred to the recovery room, and made an uneventful recovery.

Pierre Robin syndrome is characterised by micrognathia, glossoptosis and cleft palate.\[[@ref1]\] Intubation difficulties are known in these cases.\[[@ref2]\] Different techniques have been employed in view of the difficulty in intubation.\[[@ref3][@ref4][@ref5]\] Dexmedetomidine, a highly selective alpha 2 agonist, is being increasingly used off-label, taking advantage of its sedative-hypnotic and analgesic effects with minimal respiratory depression.\[[@ref6]\] In our case, we combined it with ketamine which allowed our patient to be well sedated while maintaining thespontaneous ventilation. Dexmedetomidine-ketamine combination has been employed for pediatric and adult difficult airway, with good results.\[[@ref7][@ref8]\] Dexmedetomidine also attenuates the cardiostimulatory effects and emergence delirium associated with ketamine.\[[@ref9]\]
